T HE philosophical concept of rehabilitation has gained wide recognition over the past 10 years. One of the reasons for the rapid advance in this comparativelyinew discipline is that numerous studies have begun to define scientifically the meaninlg anid practice of rehabilitation.1 2 The scientific knowledge thus attained in concepts of rehabilitation coupled with the increased physiologic and biochemical knowledge of congestive heart failure and a better understanding of the meaning of cardiac funetional classification in terms of ergometry and ergonomics has at long last permitted a more scientific as well as clinical basis for rehabilitation.3 4 The projected population in the United States in 1980 is estimated to be about 200,-000,000. There appears to be no doubt that by 1980, 45 per cent of the individuals in this population will be over the age of 45. Accordingly, nearly 90,000,000 individuals will be in an age group where cardiac disease will be the most prevalent. At the present time, the cost of heart disease to the nation in terms of merely dollars and cents exceeds 4 billion dollars annually. This does not include, of course, the intangible loss in happiness, comfort, and equanimity to the individual and his family. It is therefore imperative to recognize the present as well as the future needs for rehabilitation of the patient with cardiac disease. The 444 continue their duties with less absentee days and with at least as much efficiency as do the healthy, noncardiae group.10 In addition it has been demonstrated in a group of industrial cardiac patients in functional classes I and II that over 70 per cent returned to their forimer occupations and maintained an equal work status with their noneardiae colleagues.10
Rehabilitation of the patient with congestive heart failure involves the same team approach, cooperation, and principles established in other areas of rehabilitation. Specifically, for the patient with cardiac heart failure the physician either alone or in cooperation with the other disciplines must endeavor to obtain the maximal cardiac function with minimal risk to the individual patient so that he can perform his role with the most efficiency and acceptability in the eiivironment in which he lives and works.
Eventually all cardiac patients, whether hypertensive, arteriosclerotic, rheumatic, or congenital, are more likelv to develop the syndrome of congestive heart failure thaii any other complication.1' The exact number of inidividuals who are hospitalized or who are ambulatory with congestive heart failure is unknowln, for the statistics on this problem are unsatisfactory and have not been considered in great detail. For diverse reasons, it is difficult to know at the present time the exact incidence of congestive heart failure. A survey of a hospital ward and a survey of 1,000 consecutive private patients indicated (a) 31 cases of grades 3 to 4 congestive failure in 180 ward beds and (b) 93 private cases with grades 1 to 2 congestive failure. ( Benton and Rusk,20 and Hellerstein and Ford21 have contributed much to our knowledge concerning the functional capacity of the heart during and following illness. This information coupled with the classic information of Passmore and Dur-nin4 on the energy cost of various human eindeavors has placed cardiac rehabilitation oni a human, scientific, and practical basis.
Special Rehabilitation Procedures
One of the most important phases in the rehabilitation of patients with congestive heart failure is a proper diagnosis both as to functional and therapeutic classification. Wilh the proper diagnosis, specific medical treatment for the particular type and degree of heart disease may be instituted. In additioni to the general supportive and therapeutic measures given to the patient with congestive heart failure such as digitalis, low-sodium diet, diuretics, and vitamins, specific measures for (a) coronary disease may inelude anticoagulants and an isocaloric diet low in short-chain fatty acids, (b) for hypertensive cardiovascular disease the use of one or more of the many antihypertensive drugs, and (c) in rheumatic heart disease, the use of salicylates and steroids during the early phase of failure may be nmandatory. In addition prevention of further rheumatic episodes is in order with the use of antibiotics.
A further word may be said in favor of calculated exercise in coronary heart disease. Exercise has been shown recently to be effective as a protection against coronary heart disease in 3 areas: (1) it increases collateral circulation in the myocardium ; 22 (2) it increases the plasmin serum levels thus aidiilo in the dissolution of blood clots ;23 (3) it decreases the incidence of atheroselerosis in rabbits fed high-cholesterol diets. 24 The exercise should not be sustained but rather intermittent with an output of not more than 4.0 calories per minute.
Jones'9 has classified cardiac patients with Polishing floor 4.5 Bed making 5.4 Beating and brushing carpets 7.8 Climbing stairs conigestive failure into the funictional classification of the American Heart Association and determined the output in terms of calories per minute. These are summarized in table 1. It is very important in assaying the performance of work for the cardiac subject to note the effect of peak sustained effort in comparison with intermittent effort, because the same amount of caloric output may be accomplished by a cardiac subject working intermittently over a longer period without danger while at peak sustained effort the work may be done in a shorter period but the cost could be devastating, e.g., in coronary heart disease.".
Choice of Occupation The choice of occupation may require more than just a casual glance at occupations and ergometries. There are, in addition, intangible factors which are very specific for each individual and the type of cardiac disorder. An close patient-physician relationship are fundamental in establishing the milieu necessary for successful rehabilitation. As Spiller has so aptly said, "Action absorbs anxiety." In congestive heart disease, action is an invaluable therapeutic tool but like all potent remedies, it requires all of the skills of the dedicated clinician to prescribe it safely and effectively.
Summario in Interlingua
A parte le necessitate del plus meticulose attention in diagnose, evalutation physie, e prescription, factores psychologic e emotional es de importantia primari in le rehabilitation de patientes con congestive disfallimento cardiac. Confidentia basate super un gradualmente augmentate carga de labor e un intime relation inter le patiente e le medico es de importantia fundamental in establir le milieu que es necessari pro successo in le rehabilitation. Como Spiller lo ha si ben exprimite: "'Action absorbe anxietate. " In casos de congestive morbo cardiac, action es de inestimabile valor therapeutic, sed-como omne potente remedios-pro esser salve e efficace, illo debe esser prescribite con omne le habilitate de un dedicate clinico.
